Original Article
Acute abdominal pain is defi ned as abdominal pain that lasts less than a week; "Acute abdomen" is known as nontraumatic abdominal incidents that require acute surgical intervention (1) .
There have been signifi cant changes over the last twenty years in traditional surgical doctrine regarding the belief that patients' symptoms and fi ndings might be repressed, physical examination fi ndings may be altered and some problems may be encountered in patient management in cases of administering analgesics before the fi nal diagnosis for patients with acute abdominal pain. Recent studies have shown that early use of analgesics in patients with acute abdominal pain does not repress physical examination fi ndings, does not cause any delay in the diagnosis and does not result in misdiagnosis. Moreover, the use of analgesics is a reliable and ethical practice for these patients (2) (3) (4) (5) (6) (7) (8) (9) . Prompted by these studies, recent surgical references, policy, and consensus statements recommend judicious use of analgesia soon after an initial assessment (10) . In the literature, it is stated that "the use of opioid analgesics in acute abdominal pain signifi cantly improves patient comfort without compromising treatment decisions (10) .
No study concerning medical practice and the factors affecting the decision-making process of emergency physicians at university hospitals in Turkey regarding the use of analgesics for the patients with acute abdominal pain is available. For this reason, the aim of this study is to examine the medical practices, and factors affecting these practices, of emergency physicians at university hospitals in Turkey with regard to the use of analgesics in patients with acute abdominal pain.
Material and Methods
The study is a cross-sectional analytic study. The data was collected between June 2006 and September 2006. The population universe of the study was attending emergency physicians and residents at university hospitals in Turkey. The whole population was targeted and there was no sampling. The study was approved by the Human Subject Research Committee of Ege University Hospital.
contacted either by phone calls or e-mails in 2006, prior to the process of gathering research data. They were informed about the research and asked for their consent to participate in the study. Heads of departments provided lists and e-mail addresses of emergency medicine specialists and residents employed at their hospitals. Survey forms were subsequently mailed to the heads of departments based on the number of people mentioned on their lists. Surveys were then handed out on the same day as the training days of departments and collected after being fi lled in by participants. The physicians unable to fi ll in the surveys (due to being on call at the emergency unit, annual leave or time off following on-call duty etc.) were reached once more either by their cell phones or e-mails and asked to complete the surveys.
The questionnaire, which include demographic features (age, sex, years of expertise as an emergency medicine physician or resident and names of the institutes employing them) included questions such as frequency and timing of administering analgesics in patients with acute abdominal pain, participants' views regarding whether analgesics altered the physical examination fi ndings or not, their reasons for supporting or not supporting the use of analgesics, as well as the factors that may affect the decision-making process in administering analgesics.
The factors and levels affecting the participants' decision concerning the use of analgesics in patients with acute abdominal pain were asked using a 5-point Likert Scale. It was categorized on the scale as "1: I strongly disagree"-"5: I strongly agree." The scale was developed to measure the statements and participants' level of agreement was then regrouped in 8 items. These items and their content were shown in Table 1 . The scores were standardized out of 10.
Data was analyzed by a statistical package program. For descriptive analysis; mean, standard deviation and frequency tables were used. For further analysis, Chi-Square and Student's t Test and ANOVA were used. p<0.05 was accepted as signifi cant (CI: 95%).
Results

Sociodemographic Data
Two hundred sixty three of a total 322 emergency physicians were planned to be included to fi ll-in the questionnaire in the study (coverage rate: 81.6%). Twenty fi ve percent of 263 (n=66) physicians were emergency medicine specialists and 75% (n=197) were emergency medicine residents. While the mean of expertise for the specialists was 43.50±33.05 (1-185) months, the mean residency time for the residents was 23.04±15.02 (1-58) months. Their mean expertise time as medical physicians was 6.8±3.7 (1-22) years. The sociodemographic characteristics of the study group were shown in Table 2 .
Features of the Use of Analgesics
Fifty four percent (n=143) of the participants stated that the use of analgesics "repressed the physical examination fi ndings", 38% (n=98) said it "did not affect the fi ndings" and 8% (n=22) said it "clarifi ed the fi ndings". Participants' answers to the question "If you are administering analgesics in patients with acute abdominal pain, when do you administer it?" were shown in Table 3 . It was observed that 32% (n=83) of the physicians administered analgesics "independent of the surgery consultant"; and 58% (n=170) "together with the surgery consultant". When the responses of emergency physicians for the questions aimed to explore "the factors affecting the decisions in administering analgesics before the patient is examined by a surgeon" were assessed, it was seen that the reasons for administration were listed as "the level of pain the patient underwent" (55.5%), "the time passing until the examination of the surgery consultant" (46.8%), and "the concern that the use of analgesics would alter the physical examination (45.2%). "The concern for the fi nalized diagnosis of the patient" (42.2%), "the concern about the likelihood of a disagreement with the surgeon consultant" (24.3%) and "the concern for the complications of the administered drug" (15.2%) followed the above reasons. The responses for the other survey questions were shown in Table 4 , 5.
The participants stated that they used narcotic analgesics most frequently. Fentanyl was reported to be the most preferred (37%), and meperidine (33%), spasmolytics (32%), morphine (26%), non-steroidal anti-infl ammatory drugs (23%), tramadol (10%) and paracetamol (8%) followed respectively.
The age distribution of the physicians who reported use of analgesics "independent of the surgery consultant" was determined to be 55.9% in the 35-39 age group, 34.3% in the 24-29 age group and 30.9% in the 30-34 age group. The differences between the three age groups were statistically signifi cant (Chi Square: 10.45; p=0.015).
No statistical signifi cance was observed (p>0.05) between the average expertise time as medical physicians, specialists and residents, and regarding how often and when analgesics were administered, the effects of analgesic use on the examination, the physicians' views concerning the use of analgesics before the surgeon examines the patient and before the fi nal diagnosis is made, and negative experiences of physicians regarding the use of analgesics.
The mean of the standardized scores for the physical examination, laboratory, age, social level, sex, quality-level of the pain, diagnosis and radiology groups of the participants who used analgesics frequently independently of the surgeon consultant and believed that it was proper to use analgesics even before the surgeon examined the patient and before the fi nal diagnosis was made, were found high in all groups (p<0.05). The features of the analgesic administration depending on the geographic region of the physicians were shown in Table 6 .
Discussion
In the literature, studies have assessed the factors that are effective in the decision-making process regarding how to deal with the pain of the patients regarding their ages, sexes, languages, cultural and ethnical differences, moral values, life styles and habits (11) (12) (13) (14) (15) (16) (17) . In addition to these factors, this study also investigates whether the physical examination, laboratory fi ndings, the quality and severity of the pain, and the fi nal diagnosis have an effect on the decisions of the physicians to administer analgesics, and examines the physicians' reasons for supporting or not supporting the use of analgesics in patients. As physicians become older, the rates of use of analgesics increase and there are regional differences between the rates in administering analgesics. The participation rate in our study is remarkably high compared to participation rates in similar studies in the literature (11) (12) (13) (14) . In this study, 38% of emergency physicians believe that the use of analgesics in patients with acute abdominal pain does not affect physical examination fi ndings. This rate is quite low compared to the study conducted by Wolfe et al., which recorded a rate of 85% (11) . However, 76% of the participants in Wolfe's study stated that they did not administer analgesics before the surgeon examined the patient. That fi nding is quite similar our study. A survey conducted by the American College of Emergency Physicians Scientifi c Assembly in 2005 concluded that 97% of the physicians "administered analgesics as soon as they examined the patient". The most frequently administered analgesics were morphine, fentanyl and hydromorphine (making up 90% of total analgesic use), and neither being a specialist or resident, the age of the physician nor the year of expertise had any effect on the decision in administering analgesics (15) . This data may prove that there has been a change in the last decade in the culture of analgesic use since the study conducted by Wolfe et al. in the United States in 1997 (11) . This study leads to a different conclusion about the low rates in administering analgesics for emergency physicians, the reasons for such hesitation or fear in administering analgesics and the barriers to use in Turkey.
It was observed that several important barriers may exist in determining the appropriate use of analgesia with acute abdominal pain in Turkey, such as standing tradition, personal experience, and lack of adequate evidence-based data. Due to the relatively small sample sizes of the studies, they were not able to determine the complication rate or difference in clinical outcomes in a meaningful manner (13) . On the other hand, recent meta-analysis examining the role of analgesia in evaluating patients with acute abdominal pain found that opioids might change the physical examination result but have a negligible impact on incorrect management decisions (18) .
One of the most signifi cant barriers to the use of analgesics is concern for surgical misdiagnosis after patients with ab- dominal pain have received analgesia. In a survey of general surgeons conducted in 1999, 56% stated they would never provide analgesia for patients they had not examined. Moreover, 67% of surgeons responded that analgesia would hinder the evaluation and diagnostic accuracy (12) . The common fi nding in other survey studies regarding this particular subject matter is surgeons' preference in not administering any analgesics in patients with acute abdominal pain before the surgical examination (12, 13) . Unlike physicians in America, in this study, emergency physicians, similar to the surgeons mentioned above, do not prefer the use of analgesics in patients with acute abdominal pain before the surgical examination.
Administering analgesics to patients may also be delayed in teaching hospitals because of the hierarchical system of most surgical programs. Often a surgical intern and then a junior staff member are sent to evaluate emergency patients before speaking with the surgical senior or the attending physician. These examinations may be quite time consuming. When patients do not receive analgesia in the ED, the fi rst dose of pain medication is delayed at an average of 5.7 hours. This delay is often attributed to junior staff hesitation in administering medication due to the concern of possibly masking important symptoms (11) .
One of the reasons why emergency physicians make more use of analgesics compared to surgeons may be the patients'
Regions
Frequency I think the use of analgesics is not appropriate since I fear some complications that are likely to 4.6 12 emerge depending on the analgesics (eg. opioid analgesics) after their use Table 5 . Emergency physicians' reasons for 'supporting' and 'not supporting' the use of analgesics in patients with acute abdominal pain demands for relief. The present study supports this assumption as well. It was determined that the most important factor in administering analgesics by the emergency physicians before the surgeon examined the patients was the level of the patients' pain and the second was the amount of time passing before the examination by the surgery consultant.
Another reason seems to be concern for the possibility of disagreement with the surgery consultant regarding the use of analgesics. In this study, when the participants listed their reasons for not supporting the use of analgesics, 20% of them ranked the "concern about disagreement with the surgeon" third on the scale.
This preliminary study has some limitations. Since most of the questions were attitudinal questions, memory and judgment are not likely to have played a role in how these questions were answered. Other limitations may include the social desirability bias and the central tendency bias of the participants.
In conclusion, the rates of administering analgesics by university emergency physicians in Turkey for patients with acute abdominal pain are quite low. Moreover, the rates of administering analgesics before the diagnosis is fi nalized are low, and physicians generally decide on administration of analgesics together with general surgeons.
